D
uring the past three decades, profound changes have affected the composition and economic well-being of the American family. The rising divorce rates of the 1960s and 1970s, growth in the labor-force participation of women, stagnation in male earnings, and changing social mores have all contributed to significant growth in the proportion of American families headed by single mothers. 1 Since the mid-1970s, economic resources available to the family, as measured by median family income adjusted for inflation, have risen little and at times actually declined. 2 These changes in the American family have caused growing concern that the social and economic well-being of American children is deteriorating. For example, one-fifth of all children live in households with incomes below the federal poverty line, which was $12,675 for a family of four in 1989. Poverty is especially prevalent among children in families headed by single mothers, which now include almost one-fourth of all children. In fact, the majority of today's children can expect to spend part of their childhood in a single-parent family, many of which are femaleheaded, low-income households. 3 The economic circumstances of children are directly related to the types of families in which they live, and both have important implications for their patterns of health insurance coverage. For instance, poverty is especially prevalent among the quarter of all children in families headed by single mothers. Single mothers often find it difficult to work full time while caring for their children. When they do work, they often lack the skills and experience necessary for higher-paying jobs that provide health insurance. Additional sources of income, including child support, alimony, and welfare, are usually insufficient to free single parents and their children from poverty, let alone to directly purchase private insurance.
In contrast, children in two-parent families benefit economically from high rates of employment among their parents, from the higher wages typically commanded by male workers, and, increasingly, from both parents participating in the labor force. Indeed, the latter has played an important role in stemming the economic decline of the two-parent family over the past decade. 4 Although children in two-parent families traditionally have relied on private insurance, usually obtained as a fringe benefit at the father's place of employment, the growth in two-worker households also enhances the likelihood that at least one parent will be offered employment-related health insurance coverage. In addition, it provides a level of family income sufficient to pay for the rising costs of employment-related family coverage. 5 sible, for at least two reasons. First, states have failed to increase their income eligibility standards for Aid to Families with Dependent Children (AFDC) with the rate of inflation. This has effectively reduced Medicaid eligibility for persons with small amounts of earned income. Second, the early 1980s witnessed a significant retrenchment in eligibility rules for Medicaid. The Omnibus Budget Reconciliation Act of 1981 (OBRA 1981) restricted the Medicaid eligibility of children with working parents by limiting the gross income of families applying for AFDC. 6 Since then, beginning with the Deficit Reduction Act of 1984 (DEFRA 1984) , incremental expansions of Medicaid have restored eligibility for some children, especially for poor and very young children. Despite these expansions, eligibility levels have not returned to their pre-1981 levels, and children of the working poor-including those in single-mother families-are still largely excluded. 7 Thus, the likelihood that the growing number of poor children can obtain public medical insurance has also diminished over the past decade.
In this article, we examine the health insurance status of children according to family type, parents' employment status, and family income. We do so to determine the characteristics of families in which children are most at risk for no health insurance coverage and, therefore, at a disadvantage regarding access to, quality of, and continuity of health care. 8 Our analysis documents the changes in children's health insurance coverage over a ten-year period using data from the 1987 National Medical Expenditure Survey (NMES) and the 1977 National Medical Care Expenditure Survey (NMCES).
Sources Of Data
Both the 1987 NMES and 1977 NMCES are year-long panel surveys of the medical care use, expenditures, and health insurance coverage of the U.S. population. Information on insurance coverage, employment, and income was derived from the household components of both surveys. The NMES household component surveyed approximately 15,000 households consisting of 36,000 individuals, while the NMCES household component included 16,000 households consisting of 40,000 persons. NMCES insurance information was also supplemented with information on employment-related coverage derived from the Health Insurance Employer Survey (HIES). 9 Estimates of children's health insurance coverage for both 1977 and 1987 are point-in-time estimates for approximately the first quarter of each year.
INSURING THE CHILDREN 79
contrast to the determination of health insurance status in the Current Population Survey (CPS) between 1980 and 1987, questions regarding the presence and type of health insurance coverage (both public and private) in NMES and NMCES are asked of each person in the household (including children), so that children covered by persons outside the household (for example, by a divorced parent) are included among the insured. Since CPS has only recently adopted this procedure, it has been argued that CPS estimates of the uninsured prior to 1988 may seriously overstate the number of uninsured children.
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Family Characteristics
The vast majority of children in 1987 lived in two-parent families (Exhibit 1). However, the percentage of children in single-parent families there was also a significant increase in the percentage of children in two-parent families who were poor or near-poor (from 7.7 percent to almost 11 percent). The economic status of children also varies significantly according to their parents' employment status (Exhibit 1). Children living in twoparent families with both parents employed have the highest economic status of all, with over 80 percent in middle-or upper-income families. By comparison, over 40 percent of children in two-parent families where only one parent is employed are poor or low-income. Over half of all children from single-parent families where the parent is employed are poor or low-income. Thus, even where there is only one wage earner in the family, children in two-parent families still have an economic advantage over children in single-parent families. This reflects the disparity between the earnings of males, who are most likely to be the employed parent in two-parent, one-worker households, and females, who primarily head single-parent households.
Health Insurance Coverage Of Children
The percentage of children without private or public health insurance coverage grew sharply (40 percent) between 1977 and 1987 (Exhibit 2). In 1987, 17.8 percent of children age seventeen or younger were uninsured (11.2 million uninsured children), compared to 12.7 percent of all children (8.1 million uninsured children) a decade earlier.
This growth in the number of uninsured children reflects the corresponding decline in the private health insurance coverage of children since 1977. At that time, almost three-quarters of all children had private coverage, primarily through their parents' employment-related coverage. However, by 1987, just over two-thirds of children retained such coverage. This loss of private coverage was concentrated almost exclusively among children in two-parent, single-worker households. Private coverage of children in these households declined from 82.6 percent in 1987 to just over 70 percent in 1987, with the employment-related coverage of these children declining from three-quarters to two-thirds.
The decline in coverage reflects the fact that children in two-parent families with one worker were far less likely to have a working parent who was offered employment-related coverage than were children in two- parent households where both parents were employed. Moreover, the difficulty two-parent, single-worker households experienced in maintaining their standard of living during a period in which real earnings of full-time, full-year male workers were declining was likely to preclude the purchase of private insurance coverage for their children. 12 In contrast, children with two working parents had the highest rates of private coverage in both 1977 and 1987, were least likely to be uninsured, and experienced little change in their health insurance status over the decade.
Perhaps an even more significant change in children's health insurance coverage between 1977 and 1987 was the dramatic decline in the percentage of children covered by public insurance in households with employed single parents. In 1977, one-third of such children were covered by public insurance (primarily Medicaid), but by 1987, only 13.4 percent of children in these families had such coverage. This decline in public 
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by coverage occurred at the same time that children in single-parent families experienced an increase in private insurance coverage, largely because more working single parents were able to obtain employment-related coverage. However, this increase in private coverage was not sufficient to offset the decline in public coverage of children in single-parent families with a working parent (or in single-parent families generally) over this period.
The
To examine how changes in the rates of private and public health insurance coverage since 1977 contributed to the number of uninsured children in 1987, we applied 1977 rates to the 1987 population (according to family type and insurance status, as shown in Exhibit 2). We then compared these estimates to the actual number of children with coverage in 1987 to compute the change in health insurance coverage over the decade. The sum of these changes in coverage across family types yields the net change in children's health insurance due to coverage shifts alone. 13 Our computations reveal that had coverage rates remained at their 1977 levels, 7.6 million children would have lacked health insurance in 1987. Compared to the actual number of uninsured children in 1987 (11.2 million), the shift in rates of health insurance coverage between 1977 and 1987 was responsible for the net addition of 3.6 million uninsured children.
14 Two-thirds of this net increase resulted from a decline in the public health insurance coverage of children, primarily those in households with an employed single parent. The remaining third resulted from declining private insurance coverage, largely affecting children in two-parent, one-worker households. Our computations also indicate that overall, 48 percent of the increase in the number of uninsured children occurred in two-parent, single-worker households, while 23 percent of the increase was borne by children in employed single-parent households. Children in nonworking single-parent households represented 13 percent of the increase in uninsured children; those in two-parent, two-worker families represented 12 percent of the increase; 
Health Insurance Of Poor And Low-Income Children
Many of the gaps in children's health insurance coverage are exacerbated for children from poor and low-income families. Their parents are less likely to have access to private employment-related insurance than are the working parents of children in higher-income families. Changes in eligibility standards over the past decade make dependency on public programs somewhat tenuous for poor and low-income children. Over four million poor children (36 percent) were without health insurance in 1987 (Exhibit 3). This represents a substantial increase from the 21. While the risk of being without health insurance has worsened for all poor and low-income children, the risk has grown substantially for those in certain family types (Exhibit 4). Despite having much higher rates of private insurance, poor and low-income children in two-parent households are more likely to be without health insurance than are poor and low-income children in single-parent households (36.4 percent versus 24.5 percent). This is due largely to the greater accessibility of Medicaid to children of single parents. Poor and low-income children in two-parent families experienced a sharp decrease in private coverage, from 65. For poor and low-income children in single-parent families, the decline in coverage largely resulted from a loss in public coverage-from 67.7 percent in 1977 to 51.4 percent in 1987. This decline was even more dramatic for poor and low-income children with a working single parent-from 53.9 percent in 1977 to 22.6 percent in 1987. To some extent, substantial gains in private coverage compensated for the loss in public coverage for poor and low-income children with a single parent. However, even for poor and low-income children with an employed single parent, the likelihood of being uninsured increased dramatically-from 14.5 percent in 1977 to 30.6 percent in 1987.
Availability Of Employment-Related Private Coverage
The findings thus far show significant differences in the rates of private insurance coverage-primarily employment-related coverage-for children across family type and income categories, even when controlling for parents' employment status. These disparities may be a result of differences in (1) whether parents are offered health insurance at their jobs; (2) whether parents accept insurance when offered; or (3) a combination of the two. The findings from Exhibit 5 strongly support the first hypothesis. Children with two working parents have the highest rates of available work-related coverage (85.3 percent), followed by children in two-parent, one-worker families (69.6 percent) and children with an employed single parent (61.8 percent). Having both parents active in the labor force is especially important for poor children. The likelihood that at least one of their parents will be offered health insurance is much higher than when only one parent is working (59.4 percent versus 35.6 percent).
The rate of parents' accepting insurance coverage when offered is consistently high, even across family type and income categories (Exhibit 5). Despite some small differences, the rate of acceptance is over 90 percent for all groups, with the exception of poor children in single-parent families, where the rate of acceptance is 82 percent.
Conclusions And Policy Implications
There are profound differences in the types of health insurance coverage available to children from different family types; such coverage has indeed changed over the past decade. Children living in a variety of different family circumstances face substantial risk of being uninsured.
What is most disturbing about the changes in children's health insurance coverage over the past decade-particularly with respect to changes in Medicaid eligibility-is that they have occurred at a time when the economic and demographic circumstances of children have worsened. Poor children and those from single-parent families have traditionally depended on Medicaid for their health insurance coverage. Yet, while both the number and percentage of children who were poor and living in single-parent families increased between 1977 and 1987, the percentage with public insurance sharply decreased, and the percentage who were without any health insurance increased.
On the other hand, children in two-parent families have traditionally relied on coverage through private health insurance obtained at their parents' (usually the father's) place of employment. However, children in two-parent families-especially those in low-income families-exper ienced a decrease in the rate of private insurance and an increase in the percentage who were uninsured. Possible reasons for the decrease in private coverage include an apparent decline in the real earnings of full-time male workers and the loss of jobs in the industrial sector to the service sector, where employers are less likely to offer health insurance fringe benefits. Children in poor and low-income two-parent families are far less likely to have a working parent who is offered employment-related health insurance. The failure of these working parents to be offered health insurance appears to be a more important reason for their children's lack of coverage than is the rising costs of family coverage.
The effects of changes in Medicaid eligibility are most apparent for poor and low-income children with working parents. Medicaid is more likely to benefit poor children with a single, nonworking parent, so that these children are less likely to be uninsured. The changes in Medicaid imply that single parents face a substantial risk of losing coverage for their families if they decide to enter the labor force. States are now required by the federal Family Support Act of 1988 to continue Medicaid coverage for twelve months to families who received Medicaid but became ineligible because of increased earnings. However, after the grace period for Medicaid expires, many single parents who were previously not employed may be unable to find jobs where private health insurance is offered. Enabling such employees to buy into Medicaid through a combination of employer/ employee contributions and public subsidies would be one way to avoid such an outcome.
Medicaid has never been widely accessible to most poor and lowincome children in working two-parent families. To compound the problem, these children's reliance on private insurance has become more precarious. Apparently, there is now considerable economic pressure on both parents to be active in the labor force, not only to enable them to meet basic needs, but also to ensure that at least one parent can obtain health insurance at the workplace. These economic imperatives for two-worker families also affect other aspects of family life, especially the ability of low-income families to obtain appropriate and affordable day care for their younger children.
Recent expansions of the Medicaid program will help to loosen the eligibility requirements for certain groups of children. OBRA 1987 gave states the option of covering pregnant women and infants with incomes up to 185 percent of the federal poverty line. Under provisions retained from the recently repealed Medicare Catastrophic Coverage Act of 1988, states will be required to cover all pregnant women and infants with incomes below poverty. Effective in April 1990, OBRA 1989 mandates Medicaid coverage for children under age six with family incomes at or below 133 percent of the federal poverty level and gives states the option of extending coverage to children born after 30 September 1983. Such provisions will certainly benefit children who fall within these expanded Medicaid eligibility criteria. However, it is clear that such changes will not reach all children at risk. Expanding Medicaid coverage to older children could significantly reduce the number of uninsured children. For example, a recent study on adolescents' health insurance coverage by the congressional Office of Technology Assessment found that if Medicaid were expanded to cover all children with family incomes less than 200 percent of the poverty level, three-quarters of currently uninsured adolescents would obtain coverage. 15 It is encouraging to note that OBRA 1990 expands Medicaid coverage to include ail children age eighteen and under in families with incomes below the poverty line. This expansion will be phased in during the 1990s.
In sum, continued expansions of Medicaid eligibility beyond AFDC standards and the federal poverty level can make an important contribution to resolving the problem of uninsured children and reducing many of the disparities in coverage between children in two-parent families versus single-parent families. However, our findings also indicate that children at high risk for being uninsured come from a multitude of family circumstances. To ensure that health insurance is available to all children, an expansion of employer-based coverage in addition to Medicaid is needed. Otherwise, a new series of initiatives will be required that are more broadly aimed at all children currently without coverage. 
